Aim-To describe the clinicopathological features of 33 aneurysmal fibrous histiocytomas (AFH), including five cases with a haemangiopericytoma-like pattern. Methods-Thirty three cases of AFH were studied by using routine histology and immunohistochemistry for factor XIIIa, the "cell activity marker" E9 (anti-metallothionein), NK1C3 (CD57), smooth muscle actin (SMA), factor VIII, ulex europaeus agglutinin, JC70A (CD31), and QBEND10 (CD34 ( Clin Pathol 1996;49:313-318) 
Aneurysmal fibrous histiocytoma (AFH) is an unusual type of fibrohistiocytic tissue response characterised by noticeable erythrocyte extravasation. AFHs are often mistakenly diagnosed as melanocytic or vascular lesions. Since the first report by Santa Cruz and Kyriakos' in 1981 the AIDS pandemic has raised awareness of Kaposi's sarcoma. As AFH may sometimes closely mimic nodular lesions of Kaposi's sarcoma histologically,2 it is important that the differences between these lesions are highlighted.
The present study (1) describes a new, as yet unrecognised, haemangiopericytoma-like pattern in five of 33 cases of AFH; (2) elaborates distinct criteria to differentiate AFH from nodular types of Kaposi's sarcoma; and (3) documents a time dependant variation in the histopathological features ofAFHs, thereby underlining their reactive character.
Methods
Thirty three cases of AFH, routinely fixed in formalin and embedded in paraffin wax, were retrieved from the files of the Dermatohistopathological Laboratory (15 000 skin specimens/year) of the Department of Dermatology, University of Innsbruck, Austria. 34 Basic clinical details (table 1) were obtained from histopathological request forms and patients' notes; follow up data were available for 28 of the 33 patients, either from medical records or from personal contact with the patients themselves or their general practitioner.
Routine staining procedures (haematoxylin and eosin, Perls' prussian blue stain for iron, melanin, van Giesen, and trichrome stains) and immunohistochemical labelling (table 2) border towards the subcutis, or, alternatively, superficial lace-like involvement of the subcutis beside short scalloped extensions along preexisting septa were also present. In contrast to typical fibrohistiocytic lesions, AFH had bizarre, flash-like retraction artefacts which were partially expanded by large haemorrhagic zones, filling up to 50% of the tumour bulk; five lesions also showed a haemangiopericytoma-like pattern (figs 2 and 3). Higher magnifications revealed a spindle cell tumour with a storiform pattern, the shape of cells ranging from oval to slender and elongated ("myofibroblastic-like"). Besides the haemorrhagic areas, prominent erythrocyte extravasation was found diffusely between the tumour cells (fig 2) . Statistically, the combination of iron deposition and immunoreactivity for factor XIIIa gave significant results (X2 = 7-8; DF = 2; p = 0 02); all cases of AFH showed either prominent iron deposition ("late" lesions) or labelling for factor XIIIa ("early" lesions). Similarly, Other immunohistochemical results can also be correlated with histological findings. Areas of myofibroblastic differentiation, characterised by slender and elongated spindle cells and prominent sclerosis, generally react with smooth muscle markers. Immunoreactivity with NK1C3 (CD57) has recently been reported in a small series of dermatofibromas with prominent myofibroblastic differentiation. 6 The present series confirmed these findings, and, additionally, revealed some moderate correlations with immunoreactivity for factor XIIIa. The significance of these findings is as yet unknown. Yet, in any case, all of these results fit the hypothesis that dermatofibromas are reactive, with varying clinicopathological and immunophenotypic profiles depending on the age of the lesions.
Our histopathological findings outline a rare haemangiopericytoma-like pattern 
